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A associação entre força de mão (FM) e doença cardiovascular (DCV) tem vindo a ser descrita na 
literatura, sendo no entanto, ainda mal compreendida. Na tentativa de um melhor entendimento desta 
associação, têm surgido estudos, embora com resultados contraditórios, que colocam a hipótese dos fatores de 
risco cardiovasculares (FRCV), além da influência no desenvolvimento de DCV, também serem mediadores 
na diminuição da FM. Este estudo pretende, por um lado analisar a associação entre a FM e os FRCV e por 
outro, comparar esta associação em indivíduos com e sem história de DCV prévia (enfarte agudo do miocárdio 
e acidente vascular cerebral).  
Nesta análise vertical, utilizaram-se dados relativos aos participantes da onda 4 de uma base de dados 
multidisciplinar europeia, (Survey of Health, Ageing, and Retirement in Europe -SHARE) que incluía 
informação socioeconómica e de saúde. 
A FM foi considerada como variável dependente, tendo sido usados como variáveis explanatórias, 
dados sociodemográficos (idade, sexo, anos de educação) e fatores de risco cardiovasculares (história de DCV 
prévia, diabetes, excesso de peso ou obesidade, hipertensão, inatividade física, tabagismo) assim como número 
de doenças crónicas.  
De um total de 58 489 indivíduos, selecionaram-se 31 558 indivíduos com idade igual ou superior a 50 
anos (idade média = 65.24, dp=9.98 anos, 56% mulheres). Destes, 16,9% dos indivíduos (n = 5318) relataram 
história de DCV prévia. Devido às diferenças significativas nos valores de FM entre os sexos, a análise 
subsequente foi realizada estratificada para o sexo. Usando modelos de regressão multinível univariados (não 
ajustados), foi encontrada uma associação significativa de todas as variáveis explicativas estudadas com FM 
em indivíduos do sexo masculino e feminino sem história de DCV, com exceção do IMC em indivíduos do 
sexo feminino. Além disso, em ambos os sexos em indivíduos com história prévia de DCV houve uma 
associação significativa entre FM e inatividade física, número de doenças crônicas, IMC e anos de 
escolaridade. Não obstante, foi também encontrada uma associação significativa em indivíduos do sexo 
feminino com diabetes, hipertensão e tabagismo. Utilizando modelos de regressão multinível multivariada e 
consequentemente ajustando o efeito de cada variável para as restantes no modelo, foi encontrado o mesmo 
padrão de associações entre FM e variáveis explicativas, com exceção do IMC em indivíduos do sexo 
feminino sem história de DCV, que se tornou significativamente associado à FM quando ajustado às demais 
variáveis. 
O nosso estudo demostrou uma associação entre FM e FRCV em indivíduos com e sem CVD, o que 
sugere que a associação entre FM e CVD possa ser usada como um marcador cumulativo dos FRCV. 





The association between hand grip strength (HGS) and cardiovascular disease (CVD) has been 
described in literature; however, this association is poorly understood, with contradictory results.  A possible 
explanation for this association is the hypothesis of cardiovascular risk factors (CVRF), in addition to their role 
in the development of CVD, being also mediators in a decrease of hand grip strength. This study aims to 
evaluate the association between HGS and CVRF and also to compare this association in individuals with and 
without previous CVD (heart attack and stroke). 
In this cross-sectional analysis, we used data from participants aged 50 or older in wave 4 of the Survey 
of Health, Ageing, and Retirement in Europe (SHARE) database. HGS was considered as a dependent 
variable, and age, sex, years of education, physical inactivity, body mass index (BMI), diabetes, hypertension, 
the number of chronic diseases and smoking status were used as explanatory variables. From a total of 58489 
individuals, 31558 individuals aged 50 or older (mean age = 65.24, sd=9.98 year old; 56% female) were 
selected. From this 16.9 % (n=5318) self-reported history of previous CVD. Due to the significant differences 
in HGS values between sex the subsequent analysis were performed stratified by sex. Using univariable and 
multivariable multilevel regression models, a significant association of all studied explanatory variables with 
HGS was found in male and female individuals with no history of CVD; BMI in female individuals, become 
significantly associated to HGS when adjusted for the other variables. Furthermore, in both gender with a 
previous history of CVD a significant association was found between HGS and the explanatory variables. The 
study showed an association between HGS with CVRF in individuals with and without previous CVD, which 
suggests that HGS could be used as a cumulative marker of CVRF. 
 








The number of people worldwide aged over 60 years is expected to be more than double by 2050 and 
more than triple by 2100 [1]. This increased life expectancy is associated with higher prevalence of non-
communicable chronic diseases, morbidity and disability [2]. 
Globally, cardiovascular diseases (CVD), which include coronary heart disease, stroke, rheumatic heart 
disease, cardiomyopathy, and other heart diseases, represent the leading worldwide cause of death in 
developing countries [3]. 
There are several studies showing an association between frailty, a clinical syndrome, characterized by 
physical weakness and decreased physiologic reserve, and prevalent CVD in the community [4]. Moreover, 
subclinical CVD had also been described as an important contributor to frailty [5]. Mechanisms of frailty 
biology involve up-regulation of inflammatory cytokines, and a dysregulation of the immune, hormonal, and 
endocrine systems [6,7]. This chain of metabolic processes is also highly linked to a progressive decline in 
muscle mass and strength, when breakdown exceeds muscle building. Indeed, age-related decline in muscle 
functioning may result from the presence of chronic, low-level inflammation, as poor muscle strength [8]. The 
same mechanisms at the level of immune cells and pro-inflammatory cytokines involved in atherosclerosis 
development in the arterial wall are thought to be responsible for cell senescence, changing body composition 
to promote frailty. [6] 
Frailty may predispose, and is apparently related, to many CVD such as heart failure. Grip strength 
(GS) measurement has been recommended by the European Working Group on Sarcopenia in Older People 
(EWGSOP) to assess muscle strength. Indeed, HGS when compared with others muscular tests such as the 
trunk and knee extension or flexion, is considered the most appropriate marker of muscle strength [9]. 
Moreover, it is an easy and cheap test to be carried out by trained individuals without clinical practice. HGS is 
a standard tool to measure and evaluate sarcopenia and it is one of the measures used in Fried Frailty Scale [6]. 
Low HGS values have been associated with disability, frailty, lower health-related quality of life and higher 
mortality, including cardiovascular-related mortality [10]. Indeed, reduced HGS was found to be a predictor of 
cardiovascular (CV) mortality, as well as systolic blood pressure, and a better predictor of all causes of 
mortality [10]. 
However, the association between HGS and CVD is still under debate. Other studies shows that lower 
HGS is associated with increased susceptibility to CV death [6][10], a recent study demonstrated that, when 
CV absolute risk was taken into account, HGS was not found to be predictive of incident CV events [11]. The 
association between muscle strength, measured by HGS, and some cardiovascular risk factors (CVRF), 
including metabolic markers had been previously evaluated.  The authors related only a moderate association 
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between HGS and CV risk markers, which led them to conclude that the effect of muscle strength on CVD 
does not seem to be mediated by CVRF [12].  
Considering the lack of evidence, this study aims to assess the association between HGS and CVRF 
namely, age, diabetes, body mass index (BMI), hypertension, smoking status, physical inactivity and number 
of chronic diseases, taking into account gender and years of education, in a large European senior’s database. 
Additionally, we also aimed to compare this association between two subgroups, individuals with and without 





Material and methods 
 
Data collection 
This paper uses data from SHARE Wave 4 release 1.1.1, as of March 28th 2013 (DOI: 
10.6103/SHARE.w4.111). SHARE (Survey of Health, Ageing, and Retirement in Europe) project is an 
European cross-national panel database, which includes detailed questions on demographics, health, social and 
economic status from representative samples of the community-based population. We used data from wave 4, 
which includes data collected in Austria, Germany, Sweden, Netherlands, Spain, Italy, France, Denmark, 
Switzerland, Belgium, Czech Republic, Poland, Ireland, Hungary, Slovenia, Estonia and Portugal [13] [14]. 
Designed on the basis of the US Health and Retirement Study and the English Longitudinal Study of Ageing, 
SHARE contains data from a very large population; with a harmonized cross-national design which allows 
consistent international comparisons, with a large number of dimensions simultaneously, providing a dynamic 
picture of ageing in Europe. A detailed description of the SHARE data and methodology has been published 
and is available to registered users on the SHARE website (http://www.share-project.org). 
It is a cross-sectional analysis study which wave contains data from 58,489 individuals between the 
ages of 23 and 103 (in 2010). For the purpose of the present study, the sample includes non-institutionalized 
individuals with 50 years old or more, with a BMI higher than 18.5 kg/m2, and who answered all of the 
questions included in this analysis (dependent and independent variables). We excluded data from three 
countries (Germany, Poland and Sweden) due to the low number of individuals included in this wave who met 
the inclusion criteria and after exclusion of cases with missing values (less than 5%). 
 
Dependent variables – HGS measure 
A hand dynamometer was used to access HGS, which was measured in both hands or in one hand 
twice, and their maximum value defines the variable max grip. Valid measurements were defined as the values 
of two measurements in one hand that differed by less than 20 kg and were included between 0 and 100kg. 
Despite detailed information to the participants about the position and the performing of the test, and instructed 
to verbally motivate the respondents to squeeze the hands as hard as possible; a protocol was used by the 
interviewers for evenly measured of the HGS.  This information generated a continuous variable. 
 
Explanatory variables 
Due to the large and extent information of the SHARE database we were able to include a huge 
diversity of putative explanatory variables in our study.  
Socio-demographic variables were included in our study, such as age, gender and years of education.  
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Age was calculated as the difference between the year 2010 and the date of birth, and four age classes were set 
(50-54, 55-64, 65-74 and more than 75 years old). The gender response generated a dichotomous variable, 
male or female. The education years variable, resulted from the response to the question “years of education”, 
which was dichotomized as ≤ 12 years or as > 12 years of education.  
We also included CVRF, the namely self-reported presence or absence of previous CVD (heart attack 
and stroke), high blood pressure or hypertension, diabetes or high blood sugar, smoking status, BMI, physical 
inactivity, as well as the number of chronic diseases.  
History of vascular diseases were dichotomized according to self-reported presence or absence of 
physician-diagnosed vascular diseases: “Has a doctor ever told you that you had/Do you currently have any of 
the conditions...”; “A heart attack including myocardial infarction or coronary thrombosis or any other heart 
problem including congestive heart failure”; “High blood pressure or hypertension”; “A stroke or cerebral 
vascular disease”; “Diabetes or high blood sugar”.   
Smoking status (current smoker or former) was also included as CVRF, being dichotomized as never 
smoked and smoker or history of smoking. The continuous variable BMI was transformed into a discrete 
variable with three classes (18.5-24.9, 25-29.9 and more than 30 kg/m2). Individuals with BMI lower than 18.5 
were excluded from the study due to the small number in the sample and the association of low BMI with 
malnutrition, weak states or even cachexia. 
The variable “number of chronic diseases” was based on the number of chronic diseases reported by 
each individual, which was dichotomized by ≤ 2 or >2 chronic diseases.  
Physical inactivity was assessed on the basis of the following questions: “How often do you engage in 
activities that require a moderate level of energy such as gardening, cleaning the car, or doing a walk?” and 
“We would like to know about the type and amount of physical activity you do in your daily life. How often do 
you engage in a vigorous physical activity, such as sports, heavy housework, or a job that involves physical 
labor?”. These questions addressed the levels of vigorous and moderate physical activity, respectively. 
Physical inactivity was defined as never, or almost never, engaging in moderate or vigorous physical activity. 
 
Statistical analysis 
Given the multilevel structure of data, with individuals nested in each country, a multilevel regression 
approach was used, considering the HGS as the dependent variable. 
In a first approach, univariable multilevel regression models were performed, considering each 
covariate, to identify potential factors associated with the outcome variable.  
Then, all variables were analyzed in the multivariable multilevel regression model. The final model 
included only the statistical significant covariates, based on a backward selection method. Regression 
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coefficients and 95% confidence intervals (CI) are reported. The significance level was set at 0.05. All 







From the total of 58 489 participants in wave 4 of the SHARE survey, 53 218 showed HGS values 
between 0Kg and 100Kg. From this sample, 372 (0.7%) individuals were excluded as they showed a BMI 
lower than 18.5 kg/m2. Furthermore, 34.7% (n=18.482) was excluded due to the missing value of BMI, 1.3% 
(n=717) due to implausible answers, 1.2% (n=628) due to “don´t know” response and 0.3% (n=168) due to 
refusal of BMI response. Also individuals with missing codes (“refusal” and “don´t know”) and those who had 
not answer in any of the other variables. From the 31676 individuals that remained, due to significantly low 
values in geographical distribution (Annexed table 1), Germany (0.1%), Poland (0.1%) and Sweden (0.2%) 
were also excluded, leading to a final sample of 31558 individual (Figure 1). From these, 56% are females (17 
677 females) 44% are males (13 881 males) with a mean age of 65.24 (SD= 9.98) years old. The mean age for 
male was 65.18 (SD=10.05) years old. Globally, HGS mean was 43.70Kg (SD= 10.52) in males and 27.02Kg 
(SD=7.25) in females (p<0.001). Due to the significant differences in HGS values between sex the subsequent 
analysis were performed stratified by sex.  
 
 




From the 31558 individuals, 16.9% (n=5318) self-reported history of previous CVD. From these we 
found 50.2% (n=2 669) males and 49.8% (n=2 649) females. Among the 83.1% (n=26 240) who did not report 
CVD, 42.7% (n=11 212) were males and 57.3% (n=15 028) females. 
Using univariable multilevel regression models, we found a significant association between HGS and 
all studied explanatory variables, in males and females without a history of CVD, with exception of BMI in 
female individuals. Furthermore, in both gender with previous history of CVD, a significant association was 
found between HGS and physical inactivity, a number of chronic diseases, BMI and years of education. 
Moreover, in females we also found a significant association between HGS and diabetes, hypertension and 
smoking (tables 1 and 2).  Results of the multilevel multivariable regression models revealed the same 
associations between HGS and the explanatory variables, with exception of BMI in female individuals with no 
history of CVD, which become significantly associated with HGS when adjusting for the remaining significant 
variables (tables 1 and 2). Considering the subset of individuals without previous CVD, it was found that 
increase in ageing, lower number of years of education, physical inactivity, more than 2 chronic diseases, 
overweight or obesity, smoking, hypertension and diabetes were significant predictors of lower HGS. A  
similar pattern of association with HGS was seen in other groups. However, in the males with previous history 
of CVD (Heart attack and/or stroke) the explanatory variables diabetes/high blood sugar, hypertension/high 




Table 1. Association of explanatory variables with HGS (univariable and multivariable models) in female individuals stratified according to previous 
history or no history of CVD. 
 
 
 No history of CVD 
(no heart attack neither stroke) 
Previous history of CVD 
(Heart attack and/or stroke) 
Unadjusted Adjusted  
 
Unadjusted  Adjusted  
b p IC95% b p IC95% b p IC95% b p IC95% 
Constant  - - - - 29.45 <0.001 28.49 30.41 - - - - 26.42 <0.001 25.44 27.39 
Physical inactivity (yes) -4.71 <0.001 -5.10 -4.32 -4.04 <0.001 -4.42 -3.67 -4.95 <0.001 -5.61 -
4.29 
-4.35 <0.001 -5.00 -3.71 
Number chronic diseases 
(>2) 
-3.67 <0.001 -3.94 -3.99 -2.96 <0.001 -3.26 -2.66 -2.75 <0.001 -3.40 -
2.11 
-1.78 <0.001 -2.49 -1.07 
BMI *                  
 BMI (25-29.9) 0.16 0.226 -0.10 0.41 0.72 <0.001 0.48 0.96 0.56 0.007 -0.14 1.26 0.88 0.009 0.215 1.54 
BMI (≥30) 0.07 0.649 -0.23 0.36 1.41 <0.001 1.12 1.71 1.00 <0.001 0.27 1.73 1.84 <0.001 1.13 2.54 
Education (>12-y) 1.89 <0.001 1.64 2.14 1.52 <0.001 1.28 1.76 3.31 <0.001 2.56 4.05 2.64 <0.001 1.93 3.34 
Diabetes or high blood 
sugar (yes) 
-2.58 <0.001 -2.96 -2.21 -0.77 <0.001 -1.16 -0.38 -1.56 <0.001 -2.23 -0.88 -0.74 0.029 -1.40 -0.08 
High blood pressure or 
hypertension (yes) 
-1.77 <0.001 -2.00 -1.54 -0.60 <0.001 -0.85 -0.36 -1.80 <0.001 -2.40 -1.19 -0.763 0.021 -1.41 -0.12 
Smoke (yes) -1.53 <0.001 -1.77 -1.30 -1.40 <0.001 -1.62 -1.18 -2.48 <0.001 -3.11 -1.85 -2.05 <0.001 -2.65 -1.46 
Age, years *                 
 Age (55-64) -0.56 0.001 -0.89 -0.22 -0.52 0.001 -0.84 -0.20 -0.05 0.911 -0.91 0.81 - - - - 
Age (65-74) -0.85 <0.001 -1.19 -0.50 -0.71 <0.001 -1.042 -0.378 0.02 0.961 -0.88 0.93 - - - - 
Age (>75) -1.25 <0.001 -1.63 -0.87 -1.07 <0.001 -1.43 -0.71 -0.68 0.165 -1.63 0.28 - - - - 
 





Table 2. Association of explanatory variables with HGS (univariable and multivariable models) in male individuals stratified according to previous 





















 No history of CVD 
(no heart attack neither stroke) 
Previous history of CVD 
(Heart attack and/or stroke) 
Unadjusted Adjusted Unadjusted Adjusted 
b p IC95% b p IC95% b p IC95% b p IC95% 
Constant  - - - - 44.67 <0.001 42.92 46.43 - - - - 39.32 <0.001 37.61 41.03 
Physical inactivity (yes) -6,97 <0.001 -7.74 -6.21 -6.44 <0.001 -7.19 -5.70 -7.84 <0.001 -8.84 -6.84 -7.55 <0.001 -8.53 -6.57 
Number chronic diseases 
(>2) 
-3.90 <0.001 -4.41 -3.40 -2.87 <0.001 -3.42 -2.31 -1.92 <0.001 -2.74 -1.10 -1.75 <0.001 -2.53 -0.97 
BMI *              
 
   
 BMI (25-29.9) 2.77 <0.001 2.34 3.19 3.04 <0.001 2.63 3.46 3.02 <0.001 2.08 3.96 2.92 <0.001 2.03 3.82 
BMI (≥30) 3.47 <0.001 2.95 4.00 4.68 <0.001 4.16 5.21 5.05 <0.001 4.01 6.09 5.42 <0.001 4.42 6.42 
Education (>12-y) 1.48 <0.001 1.07 1.90 1.47 <0.001 1.07 1.87 1.71 <0.001 0.78 2.62 1.51 0.001 0.65 2.37 
Diabetes or high blood 
sugar (yes) 
-3.02 <0.001 -3.60 -2.43 -2.23 <0.001 -2.84 -1.63 -0.71 0.154 -1.68 0.27 - - - - 
High blood pressure or 
hypertension (yes) 
-1.35 0.001 -1.74 -0.95 -1.06 <0.001 -1.47 -0.65 -8.38 0.347 -1.18 0.42 - - - - 
Smoke (yes) -0.64 0.002 -1.03 -0.26 -0.85 <0.001 -1.22 -0.48 -0.64 0.131 -1.48 0.19 - - - - 
Age, years *                 
 Age (55-64) -0.90 <0.001 -1.47 -0.33 -0.86 0.002 -2.11 -0.88 0.79 0.205 -0.43 2.02 - - - - 
Age (65-74) -1.50 <0.001 -2.09 -0.91 -1.36 <0.001 -1.93 -0.79 0.91 0.161 -0.36 2.18 - - - - 






An association between HGS and CVD has been described in other studies [6,10]. Although several 
possible reasons for this association include CVRF, this is not yet well understood. Some authors advocate that 
low HGS on CV events might be partly mediated by CVRF; however, using a large panel of CVRF, focalized 
on biochemical parameters, this association could not be established, in previous studies[12]. In the present 
study, using data from wave 4 of SHARE database, we assessed the association between HGS and traditional 
CVRF (the explanatory variables) also including socio-demographic variables as gender and years of 
education. Additionally, we also evaluated this association in individuals with and without known previous 
CVD (heart attack and stroke). The results in the present showed an association between HGS and most of the 
studied CVRF, suggesting that HGS could be used as a cumulative marker of CVRF. 
HGS has been widely used as a tool to assess frailty and sarcopenia in the CV community. In fact, it 
has become a reliable measure to identify the low functional state in CV patients [6]. It is yet uncertain if HGS 
can be a consequence of subclinical CVD or premature finding in a relatively low-risk population before 
established CVD. As frail patients tend to exhibit deterioration before they manifest clinical CVD [6], the same 
CVRF were studied in individuals with and without CVD. 
In this study the results showed that, considering the subset of individuals without previous CVD, all 
studied explanatory variables were associated with HGS for both sexes. Indeed, lower HGS was found to be 
associated with increasing ageing, lower number of years of education, physical inactivity, more than 2 chronic 
diseases, overweight or obesity, smoking, hypertension and diabetes. However, considering the subset of 
individuals with previous established CVD, age was not associated with HGS for both sex. However, in this 
group, we found differences between both sex; the variables being smoker, the presence of hypertension and 
diabetes were not associated with HGS in males. The associations between HGS and the variables included in 
this work have already been established in literature in individuals without history of CVD [4, 15, 16]. 
Nevertheless, there is a lack of information about these associations in individuals with previous history of 
CVD. 
Common to all studied groups, are a higher level of education, and therefore high socio-cultural 
background, is associated with better preventive measures of health, changes in lifestyle and adhesion to 
treatments. The addiction of numerous chronic diseases contributes to morbidity, which can be reflected by a 
decrease in HGS and, depending on its etiology, may exacerbate the CV condition[17]. According to literature, 
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muscle strength and CV events may be explained by endothelial dysfunction, arterial stiffness and autonomic 
imbalance which can be prevented or improved by physical activity [18] [19]. BMI higher than 25 kg/m2 is 
described as a CVRF and seems to be associated with HGS; however, paradoxically, overweight or obesity is 
associated with higher HGS. Indeed, BMI does not reflect body composition [20], so despite muscle mass may 
be decline by  around 25% between the ages of 50 and 75 years [21], high BMI may reflect not just a higher fat 
index, but also a higher muscle mass [22]. On the other hand, men are reported to have a significantly higher 
percentage of visceral adiposity [23], which can have less impact in the performance of HGS. 
Also, not surprisingly, low-level inflammation and poor nutritional status following ageing, may show 
a decrease in HGS [5] [8]; however, this study showed that age is not associated with HGS in individuals with 
a history of CVD. This finding may suggest that CVD, leading to decreased organ system functions, related 
with low CV fitness involved in decrease of HGS, can have a higher impact on the patients prognosis than age, 
that may count as a minor independent factor, reflecting the heterogeneity of the aging process.  
 Moreover, among individuals with previous established CVD, diabetes, hypertension and 
smoking was only associated with HGS in females. Hormonal responses may play a role related to decreasing 
of estrogen production in postmenopausal women, leading to increased central fat accumulation, reduction in 
lean body mass, which may mediate muscle impairment [11].  
This study brings a valuable contribution since it included a large cohort of cross-national European 
aged more than 50, following a standardized protocol, harmonized with other aging studies, which allows 
generalization of the findings. However, some limitations of this study require discussion. Firstly, the impacts 
of other CVRF on HGS were not evaluated and due to cross-sectional study design, the causal relationship 
between muscle strength and CVRF should be better clarified, taking account repeated measures along time. 
Additionally, SHARE study only included non-institutionalized participants, and it is well known that people 
who volunteer to participate in research surveys like SHARE are likely to be more motivated and healthier. As 
a result, a high proportion of older people with multiple chronic conditions might have been excluded. 
Moreover, some variables presented high non-response ratios, which might affect the results. Health data are 
self-reported which is criticized by some authors and considered reliable according to others. Moreover, this is 
a cross-sectional data analysis that precludes the assessment of any causal effect of HGS on CVRF. Finally we 
did not measure the quantity of muscle mass, so the effect of muscle quantity on the muscle strength may be 
overlooked.  
In conclusion, this study showed an association between HGS with CVRF in individuals with and 
without previous CVD. These results highlight the importance of HGS measurement, which could be identify 
in the clinical setting, along with other CVRF, patients at higher risk of a CV event. Since most CV events 
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occur in individuals without known CVD, in subsets with particular characteristics such as women and 
diabetics, the earlier evaluation, including HGS assessment, could improve clinical insight about unknown 
disturbances in multiple organ systems. Thus, the result of this study suggests that, HGS could be used as a 





The SHARE data collection has been primarily funded by the European Commission through the 5th 
Framework Programme (project QLK6-CT-2001-00360 in the thematic programme Quality of Life), through 
the 6th Framework Programme (projects SHARE-I3, RII-CT-2006-062193, COMPARE, CIT5- CT-2005-
028857, and SHARELIFE, CIT4- CT-2006-028812) and through the 7th Framework Programme (SHARE-
PREP, N° 211909, SHARE-LEAP, N° 227822 and SHARE M4, N° 261982). Additional funding from the 
U.S. National Institute on Ageing (U01 AG09740-13S2, P01 AG005842, P01 AG08291, P30 AG12815, R21 
AG025169, Y1-AG-4553-01, IAG BSR06-11 and OGHA 04-064) and the German Ministry of Education and 
Research as well as from various national sources is gratefully acknowledged (see www.share-project.org for a 
full list of funding institutions). This work is also supported by FCT/MEC through national funds and co-
financed by FEDER under the Partnership Agreement (PT2020UID/MULTI/04378/2013 – 






Cumpre-me agradecer ao Dr. Elisio Costa e à Dra. Denisa Mendonça que amavelmente aceitaram 
orientar este projeto, pela revisão crítica de conteúdos, bem como por toda a disponibilidade, atenção, 
compreensão demonstrada e genuína preocupação para a realização do mesmo. 
Deixo, ainda, um agradecimento especial aos meus pais, irmãos e avós que me têm apoiado 






[1] Raleigh VS. World population and health in transition. BMJ. 1999;319(7215):981-984 
[2] Wahrendorf M, Blane D. Does labour market disadvantage help to explain why childhood 
circumstances are related to the quality of life at older ages? Results from SHARE. Aging & Mental Health. 
2015;19(7):584-594.  
[3] Celermajer DS, Chow CK, Marijon E, Anstey NM, Woo KS. Cardiovascular disease in the 
developing world: prevalences, patterns, and the potential of early disease detection. J Am Coll Cardiol. 2012; 
60(14):1207-16.  
[4] Newman AB, Gottdiener JS, McBurnie MA, Hirsch CH, Kop WJ, Tracy R, et al. Associations 
of subclinical cardiovascular disease with frailty. J Gerontol A Biol Sci Med Sci. 2001; 56(3):M158-66.  
 [5] Chen X, Mao G, Leng SX. Frailty syndrome: an overview. Clin Interv Aging. 2014; 9:433-41.  
[6] Afilalo J, Alexander KP, Mack MJ, et al. Frailty Assessment in the Cardiovascular Care of 
Older Adults. Journal of the American College of Cardiology. 2014;63(8):747-762.  
 [7] Chung HY, Cesari M, Anton S, et al. Molecular Inflammation: Underpinnings of Aging and 
Age-related Diseases. Ageing research reviews. 2009;8(1):18-30.  
[8] Andersen-Ranberg K, Petersen I, Frederiksen H, et al. Cross-national differences in grip 
strength among 50 + year-old Europeans : results from the SHARE study. Eur J Ageing (2009) 6: 227.  
[9] Viitasalo JT, et al. “Muscular strength profiles and anthropometry in random samples of men 
aged 31–35, 51–55 and 71–75 years,”. Ergonomics. 1985; 28(11):1563-74.  
[10] Leong DP, Teo KK, Rangarajan S, Lopez-Jaramillo P, Avezum A, Jr., Orlandini A, et al. 
Prognostic value of grip strength: findings from the Prospective Urban Rural Epidemiology (PURE) study. 
Lancet. 2015; 386(9990):266-73 
[11] Gubelmann C, Vollenweider P, Marques-Vidal P. No association between grip strength and 
cardiovascular risk: The CoLaus population-based study. International journal of cardiology. 2017; 236:478-
82. 
[12] Gubelmann C, Vollenweider P, Marques-Vidal P. Association of grip strength with 
cardiovascular risk markers. Eur J Prev Cardiol. 2017; 24(5):514-211.  
[13] Borsch-Supan A, Brandt M, Hunkler C, Kneip T, Korbmacher J, Malter F, et al. Data Resource 
Profile: the Survey of Health, Ageing and Retirement in Europe (SHARE). Int J Epidemiol. 2013; 42(4):992-
1001.  
[14] Malter F, Börsch-Supan A, SHARE Wave 4 Innovations & Methodology, 2013. 
  
 21
[15] Berenson  GS, Srinivasan  SR, Bao  W, Newman  WP, Tracy  RE, Wattigney  WA. Association 
between Multiple Cardiovascular Risk Factors and Atherosclerosis in Children and Young Adults. New 
England Journal of Medicine. 1998; 338(23):1650-56. 
[16] Artero EG, Lee D, Lavie CJ, et al. Effects of Muscular Strength on Cardiovascular Risk Factors 
and Prognosis. Journal of cardiopulmonary rehabilitation and prevention. 2012;32(6):351-358.  
[17] Cheung C-L, Nguyen U-SDT, Au E, Tan KCB, Kung AWC. Association of handgrip strength 
with chronic diseases and multimorbidity: A cross-sectional study. Age. 2013;35(3):929-941. 
[18] Vigorito C, Giallauria F. Effects of exercise on cardiovascular performance in the elderly. 
Frontiers in Physiology. 2014;5:51.  
[19] Warburton DER, Nicol CW, Bredin SSD. Health benefits of physical activity: the evidence. 
CMAJ. 2006;174(6):801-809. doi:10.1503/cmaj.051351  
[20] Cesari M, et al. “Sarcopenia , obesity , and inflammation — results from the Trial of 
Angiotensin Converting Enzyme Inhibition and Novel Cardiovascular,” The American Journal of Clinical 
Nutritioan, 2005.pp. 428–434,  
[21] Kalyani RR, Corriere M, Ferrucci L. Age-related and disease-related muscle loss: the effect of 
diabetes, obesity, and other diseases. The lancet Diabetes & endocrinology. 2014;2(10):819-829.  
 [22] Gale CR, Martyn CN, Cooper C. “Grip strength, body composition, and mortality” International 
Journal of Epidemiology, no. 36, (2007)228–235. 
[23] Shuster A, Patlas M, Pinthus JH, Mourtzakis M. The clinical importance of visceral adiposity: a 




Supplementary material Table 1 – Descriptive of population 
 
 
 Austria Germany Sweden 
Netherlan
ds Spain Italy France Denmark 
Switzerla










































































































































































































































































 Austria Germany Sweden 
Netherlan
ds Spain Italy France Denmark 
Switzerla




































































































































































































































































































 Austria Germany Sweden 
Netherlan
ds Spain Italy France Denmark 
Switzerla
nd Belgium Czechia Poland Hungary Portugal Slovenia Estonia 
Heart attack 
 



































































































































































































































































 Austria Germany Sweden 
Netherlan
ds Spain Italy France Denmark 
Switzerla
nd Belgium Czechia Poland Hungary Portugal Slovenia Estonia 
Total 
 
11.3% 0.1% 0.2% 2.3% 3.9% 3.8% 9.9% 1.3% 7.3% 8.2% 12.9% 0.1% 8.6% 4.7% 7.3% 18.1% 
 
 
 
